MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DERPARTMENT OF PUBLIC HEALTH AND WELFAR 1’ 3
R r e —_ — ] Registratian District AV A
PO NOT WRITE AMENDED n v —Primary Registratian Diatri 00
ON THIS STUB - T

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. If institution: Residence before
a. COUNTY 8. STATE Missouri b. COUNTY admission}

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c CITY
OR

Vv§ 300
Rev. 4/ 359

OR Inside Limits
TOWN St. Louls TOWN S5t ., Louis Yes 0 Mo O

. FULL NAME OF (If NOT in hospital, give location) Ingicke Llmits d. STREET (If outsida, give location) Raride on Farm
HOSPITAL OR ADDRESS

INSTITUTION Homer G. Phillips |YeO NeD 4245 E Ashland ~_|Y=0O MO

- Rms OF DWCEASED Firat Middle Last 4. DATE Month Day
. .
ype or print) Otis Gray . DEATH 11 25 63
5. SEX 6. COLOR OR RACE 7. Married Never Married (] ]n.' DATE OF BIRTH | 9. AGE {last birthday) | IF U'*LDE“ 1 YEAR | IF UNDER 24 HR
a Widowed Divorced O] . Months Days Hours Min.
Male Negro : 3-20-189 0 yra. I

lOl: USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and state.or covntty) | 12, CITtZEN OF WHAT COUNTRY
during most of working life, even if ratired}

Lahorer None Iouisiana H.SwA P

a. RS NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

_Mn_‘ltggr__ mtia_Bmm______neca*ﬁeg_
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ress

{Yes, nu,ﬁr unknown) ’ (If yos, give war or dates of servig

[+] None k' re.
18. CAUSE OF DEATH (Enter only cne causa per line ERVAL BETWEEN
PART |. DEATH WAS CAUSED BY:

ONSET AND DEATH
IMMEDIATE CAUSE {a) Acute Myocsrdial Infarction Undet,

1

2 71

DATE AMENDED

Yesr

[ &>

—
Z
w
=
=
LJ
[o}
a

Conditions, if any,]  DUE 10 (b] Arteriosclerotic Heayt Dis=ase
which gave rive to
shove caure ().

pating e e ] bueto (@ . Generalized Artericsclerosis

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted 1o the serminal PART (U1, it decensted war female was
disease condition given in PART ) (a) 42 O 0 thern & pregnancy in last 90 days.

M ] O Yes l 0O No LD Unknown

19. WAS AUTOPSY | 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Ener natura of injury in PART I or PART Il of item 18.)
PERFORMED? O [m]
YES [] NON

20c. TIME OF Hour Month, Day, Year
INJURY a.m.
p.m.

URRED 20e. PLACE OF INJURY (a.g., in or about homa, | 20f. CITY, TOWN, OR LOCATION
20d. WHILE AT WORK L3 farm, foctory, sirest, office bidg., atc.)
NOT WHILE AT WORK [

21. 1 sttended the deceased from 11-21-63 tu_._&_zﬁ_'é.a_and last saw ﬁuiivo on 11-25-63

P ® m on the date stated above, and o 1he best of my krowledge, from the causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS |
INSTEAD OF

MEDICAL CERTIFICATION

22h. ADDRESS 29c, DATE SIGNED
2601 N, Whittier 1-26-63

l . NAME bF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) {Stare)

Mt. O

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

3

24. FUNERAL DIRECTOR ADDRESS

)
Fllis Funeral Home-2820 Stoddard St. NOY 27 1963

{Licansed Embalmer’s Staternant on Reverws Side)

D. BY LOCAL REG.

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

the body whose name is recorded on the reverse side of this cerlificate was embalmed by me,

| hereby certify that
Student Embalmer~ho.

or by: .
working under my personal supervision. -ﬁ" u/@/@p\,—’_v
Signed Lkd‘-g—v\a E

Student
Signature of Student Embalmer %
Licensed Embalmer ?{ / 7

(Fanlure to comply

P. O. Address >

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.

Note:
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting

If 1hns body is.not embalmed fact should be se, 5|ated above -

- ._\ ¢ LA
_-:A . -:5‘

T




